Using Anderson's Health Behavioral Model of Health Service Use, this study explores factors facilitating health service use among aging gay men living with HIV. Qualitative data from 10 participants recruited from a federally qualified health center were analyzed using theoretical thematic analysis. Results shown to facilitate health service use include an existing need for services in the form of HIV management; predisposing factors of age and the development of resilience in the face of stigmatizing experiences related to their sexual identity and health status; and enabling influences including comfort with medical providers, providers knowledgeable in lesbian, gay, bisexual, transgender, and queer issues, and sexual concordant providers. Need for services, predisposing factors, and enabling factors are discussed in relation, as well as each factor's unique implications for this population. Results from this study may be used to improve service use and provides tangible clinical recommendations.
Background
Aging gay men living with HIV consist of a diverse and growing group of individuals often overlooked in contemporary lesbian, gay, bisexual, and transgender (LGBT) and HIV research. [1] [2] [3] Although exact census estimates do not currently exist, it is estimated that over 2.5 million older LGBT adults are currently living in the United States, 9% of whom are living with HIV. 2 Influenced by a unique social history including the medicalization of homosexuality, as well as the AIDS crisis that fundamentally altered societal views toward this population for decades, aging gay men living with HIV have developed a health profile distinct from both their heterosexual and younger gay counterparts. 1, [4] [5] [6] Research suggests this population experiences higher rates of chronic illness, substance use, and behavioral health concerns including increased rates of cardiovascular disorders, certain cancers, and substance use, depression, and suicidal ideation. 2, [7] [8] [9] [10] [11] Of particular concern are the unique health service use behaviors among aging gay men living with HIV, which are found to be associated with negative health outcomes. 6, 8, 12, 13 Health service use is defined as the process of consuming health services that are available and accessible within the environment. 11 Previous research suggests this population uses health services less often than heterosexual men living with HIV, as well as younger gay men. 14, 15 Additionally, aging gay men living with HIV experience worse health outcomes as a result of their service use behaviors compared to aging HIV-negative gay men. 2 Facilitators defined as any factors including objective aspects, such as access to health insurance and services, and subjective aspects, including a desire for nonjudgmental and trusting services and provider expertise in LGBT and HIV issues, are limited in number. However, health services that include these objective and subjective aspects have been identified to show an improvement in service quality as well as an increased use of health services for LGBT and HIV-positive individuals. [16] [17] [18] To these authors' knowledge, no study has examined factors for health service use among aging gay men living with HIV specifically and in tandem. In order to identify multilevel intervening factors beyond the more general LGBT and HIV health service use facilitators, in-depth exploration into this specific population's health service use, in particular what facilitating factors are seen to engage and continue service use, is warranted to expand current scholarship on the needs of this group.
The Behavioral Model of Health Service Use is a widely used framework to explore multilevel intervening factors influencing health service use. 19, 20 The model describes multiple dimensions of health service use, including need for services, predisposing factors, and enabling factors. The need for services is an individual's subjective view of their own quality of health which can influence the use of services. Need for services may also be evaluated by a health-care provider altering one's view of their beliefs toward the need for health services once an individual has engaged in services. 20 Predisposing factors include aspects seen to predict the use of services based on factors such as demography, psychosocial aspects, and preconceived health beliefs. [20] [21] [22] Enabling factors are those that support the use of health services, including personal, family, and community resources, such as health insurance, socioeconomic status, availability/access to health services, and quality of health services. 20, 23 Anderson's Behavioral Model of Health Service Use has been used frequently to examine service use behaviors among sexual minority groups 18, 22, 24, 25 and aging persons living with HIV, 26 although not in tandem. Therefore, using this model as a sensitizing framework, this article explores factors facilitating health service use among aging gay men living with HIV engaged in consistent health services. It is hypothesized health service use facilitators unique to this group given their age, sexual identity, and HIV status will emerge beyond those seen in the more general LGBT and HIV-positive populations.
Methods

Study Design and Participants
This study uses data from 10 (n ¼ 10) semistructured interviews with aging gay men living with HIV. Participants were recruited from a federally qualified health center (FQHC) in Philadelphia, Pennsylvania. Homogeneity of services enabled researchers to focus on a sample whose health service use experiences were similarly seen as an advantage when examining unstudied phenomenon in-depth. 27, 28 Participants eligible for this study were limited to cis-gender men identifying as gay/homosexual and living with HIV. In addition, based on previous work on this population, these men were required to be aged 50 years or older to be considered an aging adult. 7, 29, 30 Participants were required to be engaged in consistent health service use defined as one medical visit every 4 months. 31 A qualitative research design was used to gain in-depth contextual data. To date, factors facilitating health service use among LGBT and HIV-positive populations have been quantitative in scope, providing useful information on health service use more broadly. [16] [17] [18] A critical gap remains in understanding facilitators specific to aging gay men living with HIV, as well as in-depth explanations of what facilitators may mean in the context of this population.
Data Collection and Recruitment
Data collection occurred during Spring 2018. Participants were recruited using purposive sampling where potential participants were recruited based on their experience using health services. Flyers were posted throughout the FQHC where interested participants were encouraged to contact the primary researcher via telephone number provided on the flyer. Medical and case management staff also participated in recruitment efforts by reaching out to patients whom they felt qualified for the study. A total of 10 participants were recruited for this study. A sample of this size was used to explore phenomenon in-depth per qualitative methods design. Recruitment was limited to 10 participants as saturation became clear based on initial analysis. Appropriate sample size for a study of this design ranges from 6 to 25 depending on the scope of the study. [32] [33] [34] [35] What Do We Already Know About This Topic?
Aging gay men living with HIV experience health disparities at higher rates when compared to both their aging heterosexual and younger gay counterparts including disparities in health service use, which is a critical aspect in identifying and reducing chronic health and behavioral health issues.
How Does Your Research Contribute to the Field?
This research explores the critical aspect of health service use among aging gay men living with HIV, which has not been explored in-depth previously; in particular, this study identifies facilitators for health service use medical providers and other health-care professionals may consider and incorporate into their work with these patients.
What Are Your Research's Implications Toward Theory, Practice, or Policy?
Results of this study provide both theoretical and practical implications for working with aging gay men living with HIV, including findings that support the use of Anderson's Health Behavioral Model of Health Service Use for this population as a means of synthesizing facilitators for health service use to improve services and practice considerations such as creating and maintaining supportive relationships and encouraging the development of coping skills used to reduce the impact of barriers to health service use.
Interview
Interviews were scheduled in 1-hour increments and conducted by the primary researcher. During each interview, participants were provided information about the purpose and scope of the study. Participants were able to end participation at any point during the interview. Participants were provided a $25 Visa gift card as incentive. Interviews were recorded and transcribed verbatim.
The interview consisted of a semistructured format which included close-ended demographic questions (Tables 1 and 2) and open-ended questions. Examples of open-ended questions include the following: "If you could change anything about your current doctor or doctor's office, what would you change?"; "When did you begin telling your doctor that you were gay?"; and "How has identifying as a gay man effected the health care you've received if at all?" A list of interview questions are presented in Appendix A.
Analysis
Analysis was conducted using NVivo 12. Data were analyzed using theoretical thematic analysis where specific theoretical perspective guides the development of themes. 33, [36] [37] [38] Anderson's Health-Care Utilization Model was used to guide the analysis. The analysis used an essentialist approach reporting the experiences of participants based on the meaning or reality placed on events or concepts as defined by the participant. 36 Analysis was based on the 6 steps toward thematic analysis as proposed by Braun and Clarke. 36 In addition, Lincoln and Guba's 39 criteria for trustworthiness in qualitative data analysis were used to increase rigor. Investigator triangulation, discussions of reflexivity, audit trails, and calculated intercoder reliability are examples of these criteria used in this study. 39, 40 Following each interview, initial thoughts and ideas about the data were gathered. These thoughts were then compiled and shared with the secondary researcher helping guide analysis. 36, 41 Initially, 3 transcripts were independently analyzed, creating a list of codes seen to encourage or aid in health service use. Three additional transcripts were then coded continuing to refine and create codes. New codes were added to the codebook after consensus between researchers was met. The final 4 interviews were then reviewed using the same process. For this study, thematic saturation was achieved at the seventh interview and confirmed with the analysis of 3 additional transcripts. A 91% degree of consensus was achieved during this step of analysis. All transcripts were then independently reviewed using the final codebook, where content coded was compared and consensus reached. A third researcher was available for consultation, although was not needed as consensus was able to be reached in all cases.
Codes were then organized into themes using the 3 factors described by Anderson 19, 20 by connecting codes with one another as described by the thematic analysis approach. 33, [36] [37] [38] Themes and their codes were reviewed where consensus was reached between researchers ensuring codes fell under the appropriate theme.
Ethical Approval and Informed Consent
This study was approved by the University of Southern California's University Park institutional review board (IRB) (approval no. UP-17-00664). University Park IRB determined that this study meets the requirements outlined in 45 CFR 46.101(b) category (2) and qualifies for exemption from IRB review. The need for written informed consent was waived. An information sheet was provided to participants outlining study procedures. Participants were informed their participation was voluntary and participation could be stopped at any time.
Results
Participant characteristics and demographics, including aliases used, are presented in Tables 1 and 2 . The findings of this study both extend our current understanding and support previous research on the health service use among aging gay men living with HIV. The analysis revealed 3 themes consistent with Anderson's Behavioral Model of Health Service Use: need for services, predisposing factors, and enabling factors. Each theme consisted of multiple codes relating to specific facilitators for health service use both generally and specific to this population. Each theme and its associated codes are described independently, followed by a discussion of the themes and codes as related to health service facilitation.
Need Factors
Two types of need factors emerged in this analysis. The first type of need focused on subjective need for services. The second need factor was an objective need for services or 
Predisposing Factors
The majority of predisposing factors shown to facilitate service use were related to participant's psychosocial characteristics associated with their multiple identities. Identities that were associated with health service use included sexual minority identity (gay), HIV-positive identity, and identity as an aging adult. Although participants identified experiences related to their sexual identity and HIV status which were seen to hinder health service use, the development of resilience in the face of these experiences was seen as the drivers for successful health service use. Resilience as a facilitator for health service use, therefore, buffered negative past experiences and is what impacted successful health service use for these men later in life. Age was seen to facilitate health service use due to a sense of maturity and responsibility to their personal health and well-being.
Resilience. The presence of resilience appeared to lessen the impact of negative experiences within the health-care system. The ability to recover and grow from negative experiences ultimately improved the health-care use for many of these participants. Matthew, a 61-year-old African American participant, described resilience as "having something within yourself, some inner faith to fall back on . . . your parents had to instill something within you to fall back on, or you find something in your journey through life to fall back on that works for you." Stephen, a 55-year-old African American participant, described the importance of practicing resilience, How do you go about loving yourself? These are the cards that you're dealt with. Nobody chooses to be gay. Nobody chooses to be black. You don't get these choices . . . play the hand that you're dealt with, be the best that you can be. Don't listen to those naysayers because they're a ton of them out there. They're going to judge you, they're going to judge you because you're black, they're going to judge you because you are short . . . you're going to always be judged on something but love yourself, love who you are. If people don't like you, well, some people don't like you, other people are going to love you. Find those people that love you.
Specifically, resilience in the face of sexual minority identity and HIV-related stigma was seen to improve health service use. HIV resilience. The entire sample indicated their identity as an individual living with HIV influenced service use in some way. Similar to sexual identity, these negative experiences were mitigated by the presence of resilience. One participant described a stigmatizing experience related to his HIVpositive identity that led him to shop around for a medical provider until he began seeing his current medical provider. Age. The majority of participants identified age as a facilitator for health service use due to a comfort and acceptance of who they have become as individuals and an appreciation of the life and obstacles they have overcome, especially as they recall experiences during earlier years, which they considered stigmatizing or discriminatory largely based on their sexual identity and/or HIV status. "As you grow aging, you grow more mature and realize this person is providing me a service, and so if I can't be honest and open with them, I am not going to get the service that I need" (Stephen 
Enabling Factors
Enabling factors facilitating health service use consisted mainly of quality of services issues largely centered on medical provider characteristics, including comfort with medical providers; medical provider knowledge and experience with lesbian, gay, bisexual, transgender, and queer (LGBTQ) patients; and sexual identity disclosure by the medical provider. Additionally, social support was seen to improve health service use among this sample.
Provider characteristics. Providers able to encourage a comfortable and empathic relationship with their patients while demonstrating LGBT-specific medical knowledge were seen to promote consistent service use. Additionally, sexual minority concordant providers were shown to improve both engagement and consistent use of services, specifically for this sample.
Feeling comfortable with a medical provider was the most frequently endorsed facilitator among the participants. Kevin, the 60-year-old African American participant, stated, "I would say go somewhere where you feel comfortable where you can talk about everything." Kevin continued, Over and over again, I've heard people say, I would never discuss that with my doctor. I can't imagine going to a doctor where you can't discuss everything, because then what's the point of going? That would be the first thing I would say, is you have to be comfortable with the doctor that you're with.
Charles, the 54-year-old white participant, described that comfort with a medical provider includes a nonjudgment attitude toward sexual behavior, "I'm into some sexual activity that requires checkups that other people don't require. The most important thing is I want to feel comfortable with my doctor. Sometimes you go to these places and it's a reward to be comfortable." Participants also discussed the importance of their medical provider acknowledging a comfort with LGBTQ patients. James, a 57-year-old participant, explained how his medical provider's patient population makes him feel comfortable, I can be more open with my doctor because they are dealing with a high percentage of homosexual patients, that makes me more comfortable. I would still be going to a doctor but I'd probably be hopping from doctor to doctor until I found the one I was really comfortable with. I went to one primary care doctor for a very long time. Then I came here, and I have had three providers. Through each one of those, we had to build that relationship. I don't jump off with that trust factor, I have to get a chance to know you and to trust you.
The participants described ways a provider can promote comfortable relationships. A provider who displays empathy was seen to promote consistent health service use. George, a 54-year-old white participant, stated, He takes time, he looks you in the eyes, he asks you major questions, you show him picture of your personal life, he gets into your personal life, he likes your hobbies. I would say he is also like a psychiatrist on top of it. I do and I believe this, I do believe in my heart, he is like that.
Other participants said similar statements. "Be there when I need them, obviously. They listen, they understand, they help you as much as they can" (Matthew) and "He is very sympathetic and very understanding." (Michael)
A medical provider who is knowledgeable about LGBTQ health issues was endorsed by the majority of participants. "I think being gay, there are issues that I have that other places wouldn't look for or see . . . I fear issues that we have as gay men, like having anal sex and other things that other people don't have" (Charles). "[Disclosing sexual identity] keeps things more honest. If something's wrong, at least they know what to look for. It might be something that I might not think could be caused sexually and they would know to look for that" (James). "[My provider], he was gay, gave me information every time I saw him. He was up on every drug, every trial, every new drug that came out. He went to all the symposiums. I mean, he knew it all," stated Philip, a 60-year-old African American participant.
Over half of participants acknowledged having a provider who discloses they are gay facilitates health service use. One participant explained, "[Gay providers] seem to have more understanding. I don't know how to explain it. Straight doctors don't have that innate ability to reach in and talk to you and understand what you're going through" (Matthew). Specifically, having a gay medical provider was seen to improve comfort beyond having an emphatic and committed provider, "[My medical provider] made me feel very comfortable, and I felt even more comfortable once I found out he was gay, because I felt like he could understand me." (James) Another participant said, I would rather have a gay doctor, I think. Because I just feel more comfortable with that. I never thought I could have a non-gay doctor that I would feel comfortable with. I feel as though I can be more open about who I am and if I have any questions because sometimes we talk about everything. We talk about sex and there's nothing that I can't ask him. I would feel very uncomfortable talking to somebody who wasn't gay, to be honest. (Kevin) Social support. Having a social support system was seen to facilitate health service use. The majority of participants who discussed social support acknowledged that they had a small social network but the number of people in their network was not as important as the quality of the relationships, I survived, thank God I had good friends and my family who were very good to me and supported me and whenever I needed something they were by my side, I have to say it wasn't a large network but it was a very loyal network. That's what got me through. (Kevin)
Discussion
Various facilitators for health service use among this population emerged using Anderson's Behavioral Health Model of Service Use. As supported by Anderson, 19, 20 need for services, predisposing factors, and enabling factors appeared from the data as themes. Need for services due to the necessity for HIV management was seen as critical for health service use initiation. Predisposing factors strengthening the use of services included age and the development of resilience. Enabling factors largely centered on provider characteristics and were seen as the most critical set of facilitators for consistent service use among this sample.
Living with HIV was identified as the major need but was augmented by age as an additional motivator for the need for health service use. Participant's motivation for initiating services centered on the need felt to monitor their health. In addition to participant's subjective need, medical provider's confirmation of participant's subjective need was identified as a facilitator for service use. Once service use has been initiated, predisposing and enabling factors were shown to improve consistency of care.
Once service use has initiated, predisposing factors were seen to mitigate the presence of stigma and discrimination experienced either past or present, which may otherwise lead to service discontinuation as described by many participants. Over half of the participants discussed previous negative experiences with health-care providers, where stigma and discrimination associated with their sexual identity and/or HIV status caused them to discontinue care and search for more inclusive and supportive services despite their need for care. With age came a sense of resilience in the face of stigmatizing experiences. Participants described the process of developing resilience as a result of their past experiences by which aging was seen to mitigate experiences of stigma and improve resilience via maturation. Age as a vehicle for the development of resilience is consistent with previous work with aging adults living with stigmatized chronic health conditions, 42, 43 although previous studies have also found opposing results, suggesting older age is associated with a lack of care, social isolation, and poorer overall health outcomes as a result of triple stigma (ie, sexual minority, HIV, and older adult statuses) partly due to a lack of sexual minority identity disclosure and hesitation resulting from past negative experiences within the health-care system. 4 These contradictory results may be due to these men being engaged in consistent health use where most have found a level of comfort with their medical provider which has been linked to health-related resilience, a patient-oriented approach to care led by medical providers. 44 Additional research is therefore needed exploring the relationship between age, resilience, and health disparities.
A provider's approach to care may aid in the development of resilience and thereby facilitate consistent care. Provider characteristics emerged as the most endorsed enabling factor in this study. Comfort with a medical provider because of their acceptance and support of participant's sexual identity, HIV status, and older age was the most supported factor contributing to service use. Comfort for this sample encompassed medical providers who were able to facilitate a meaningful and nonjudgmental relationship through the use of empathy. Studies among the general population support the importance of provider comfort and empathy. 45, 46 Medical providers who demonstrate knowledge of LGBTQ-specific health issues was seen as a facilitator for service use. Previous work has identified the importance of LGBTQ cultural awareness training for medical providers, 47 while acknowledging the lack of LGBTQ-specific health training in current medical school curriculum. 48 The lack of formal training has been shown to impact the comfort medical providers are able to share with their LGBT patients, 49, 50 thereby relating LGBTQ knowledge to comfort.
A medical provider who discloses their sexual minority identity was associated with both comfort and knowledge. Specifically for this sample, a sexual concordant provider was seen as protective. Participants explained a sexual concordant provider is better able to understand their unique health concerns as gay men. Little is known about the benefits of sexual concordant providers, although previous studies on racial/ethnic minority groups have shown racial/ethnic concordant providers may improve service use among their patients. [51] [52] [53] There are potential risks associated with disclosing sexual identity among medical providers, including termination of services by patients following disclosure, 54,55 making a sexual minority provider's decision to disclose complex. Additional work is needed to explore the implications of provider sexual identity disclosure on health service use and the potential benefits of sexual concordant providers.
Finally, social support was seen to facilitate service use. Although the majority of this sample had small social networks, those networks were seen as beneficial to their service use. Although the majority of this sample had social support, social isolation continues to be a major issue for many older adults, particularly for sexual minority and HIV-positive individuals. 4 Social support's influence on health service use has been widely documented. [56] [57] [58] This study is not without limitations. Participants were recruited from the same FQHC in Philadelphia, Pennsylvania, limiting the applicability of these results to health centers not designated with this qualification. Philadelphia's large urban environment further limits the generalizability of results to smaller metropolitan and rural areas. This study focused on facilitators for health service use, resulting in findings that were limited to aspects seen to promote health service use. Although discussed in relation to facilitators, aspects hindering health service use would be useful to explore more directly in future studies. In future studies, the addition of a control group would be beneficial to compare findings examining whether results are unique to this target population specifically. Despite these limitations, the findings of this study expand current knowledge of facilitators of health service use among this population. A strength of this study is its homogenous sample allowing for a targeting examination of unique health service use facilitators.
Conclusions
This study provides insight into facilitators for health service use among aging gay men living with HIV using Anderson's Behavioral Model of Service Use as a theoretical guide. These facilitators, especially enabling factors, may be used to improve service use among this population. Based on the findings of this study, service use may be enriched through additional LGBTQ health-related trainings, disclosure of the medical provider's sexual minority identity when appropriate, and developing resilience. Additional work is needed to further explore these concepts and their general applicability, especially the impact of sexual concordant medical provider's with a larger representative sample.
